a mindandmatter.substack.com 


The Purpose of (Public Health) 
Institutions 


I3 Send to Kindle 


“It ts dificult to get a man to understand something when his salary depends 


on his not understanding i.” —Upton Sinclair 


“Institutions will try to preserve the problem to which they are the solution.” 


Named after writer Clay Shirky, the principle describes the general tendency of 
organized groups to prolong the problem they’re meant to solve. Once you grasp 


it, you start to see it everywhere. 


Apparent examples abound. The Department of Homelessness in San Francisco 
keeps securing a larger and larger annual budget to fight homelessness, which 
nonetheless continues rising. More and more is spent on public education, but 
student literacy has declined. Per capita healthcare expenditures go up, the 
population gets more sickly. Are institutions actually facilitating these problems? 
Or are they trying harder and harder to combat problems that are independently 


getting worse? It can be difficult to say for sure, but the pattern is common. 


Institutions naturally evolve to maximize their total level of influence because 


they are composed of humans—people who want secure, high-status positions 


with comfortable salaries. We want to be influential. We want coo/jobs— 
positions that carry not only healthcare benefits and paid vacation, but bragging 
rights. Whenever someone tells a stranger, friend, or prospective lover what they 


do for a living, the preferred response is, “Oh wow! That’s impressive!” 


As more capital is acquired by institutions meant to solve a societal problem, a 
disproportionate amount goes into growing the org itself rather than addressing 
the problem head-on. If our medical institutions were optimized for maximizing 
human health, we’d expect them to be good at preventing people from becoming 
unhealthy in the first place. They would additionally be effective at treating the 
sick through the efficient deployment of resources. Instead, capital tends to be 
allocated like this: 
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Same phenomenon, different institution: universities. Over time, more and more 
students have paid increasingly obscene fees to attend these institutions. And yet 
these places of “higher learning” aren’t producing graduates equipped for success 
outside their hallowed halls. The barista who handed you a latte this morning 
may have double-majored in something. So what, exactly, are universities doing 


with all that tuition money? Much goes into hiring non-teaching staff: 


Administration growth 

While enrollment in the UC system has risen 38%, the number of managers and 
administrators has more than doubled, but the ranks of tenured and tenure-track faculty 
have been relatively flat 
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The Shirky Principle captures a general tendency of organizational behavior over 
time, not an absolute law for how all orgs always behave. The tendency to 
prolong or exacerbate problems emerges as organizations grow, as their ability to 
acquire funding and grant social status to members increases. They may be 
founded with genuine intent to eradicate a problem, but literal success nullifies 
the orgs ability to bestow its members with larger rewards. A never-ending 


problem provides infinite fuel for growth and justification for more resources. 


A commonly cited historical example of the Shirky Principle is the “Cobra 
effect.” In British colonial India, policymakers wanted to reduce the cobra 
population. Bounties were offered to anyone who brought in carcasses. An 
elegant solution—to get rid of cobras, simply pay people to kill them. Locals 
began hunting cobras and getting paid. Then they realized: more carcasses, more 


money. People started breeding cobras. Result: more cobras. 


It’s not difficult to see why this tendency evolves. In the cobra example, people 


really did want to get rid of cobras—they’re scary, and they bite. Those who 
implemented the policy failed to anticipate how people would naturally respond 
to incentives. Their stated mission was to eradicate cobras, but people were 
compensated with money in exchange for cobra carcasses. When a company’s 
mission statement is misaligned with employee incentives, incentives win. This is 
common, occurring when those who engineer the incentive structure fail to 
understand how incentives motivate human action. Second-order incentives 


often emerge that conflict with the desired outcome. 


Ignorance is one possible driver of the Shirky Principle. Corruption motivated by 


status-seeking is another. 


Humans are social primates. We spontaneously organize ourselves into social 
status hierarchies. Status is how cool or important you are—your ability to 
command attention, the currency of social status. It’s more valuable to be higher 
status because it can be used to influence peoples’ attention to your benefit. Not 
everyone aspires to be Prom King or CEO, but no one wants to be unimportant 
or become less cool. Some do whatever it takes to acquire as much status as 
possible. Others seek security, content with the status they hold. Nobody wants 
to fall. 


When you're part of an organization, you naturally want to maintain or increase 
your status within it, especially when your livelihood is at stake. We want 


promotions, not demotions—bigger budgets, not smaller ones. The larger the 


problem an organization aims to solve, the more resources it can attract to solve 
it. What’s cooler? Running a tiny org with a modest budget and two staff 
members? Or heading a billion-dollar operation with hundreds of people on a 


mission to save the planet? Who will be more motivated to keep things rolling? 


Big budgets and important jobs attract people who want a slice of the pie. People 
generally aren’t content with one small piece of pie—they want everlasting pie. 
Basic emotions drive our hunger for status—envy, greed, lust. We adapt to what 
we get. Hunger transforms into gluttony. Securing more status, we feel pride— 
when it’s threatened, wrath. With security often comes sloth. People work hard 
because they strive to get somewhere. That somewhere is a secure, high-status 


position. Lots of pie, little hassle. Nobody wants to be an intern forever. 


Diabetes is a massive, global problem. Ballooning numbers of people are afflicted. 
Chronic illness is also very expensive, forcing people to spend a lot of money. 
The pie is very big. Big problems require big solutions. To motivate people, you 


have to offer them a big enough piece of the pie. According to the American 


Diabete on, their mission is “to prevent and cure diabetes.” An 


ambitious and noble goal. 


The essential problem: if the mission is fulfilled, the pie is gone. Remember the 


cobra problem? People want pie. 


From the Shirky Principle we would expect that, with time, an institution like 
ADA would adopt behaviors that prolong the problem of diabetes rather than 
those that hasten it’s resolution. But come on, can this really be the world we’re 
in? How on Earth could a nonprofit like ADA become structured to prolong the 
problem of diabetes? Are we to believe it’s run by a cabal of people who want 


more diabetes in the world? 


The key to understanding the Shirky Principle is to recognize that it points to an 
organic tendency arising from the ways humans respond to incentives. No 
conspiracy is required, just basic emotions. The Cobra Problem was made worse 
because policy architects failed to correctly anticipate how human behavior 


would adapt to incentives. 


Has the ADA evolved to prolong the diabetes problem rather than solve it? To 
prime our intuitions before analyzing this question in more detail, consider the 
size of the problem and how the ADA is positioned within society to engage it. In 


their own words: 


“The ADA raised $122.3 million, including initial funding for Health Equity 
Now, our multi-year initiative that envisions a future without unjust health 
disparities. Our expenses totaled $108.6 million, 70% of which went directly 
toward our mission: to prevent and cure diabetes and to improve the lives of 


all people affected by diabetes.” —ADA, 2020 annual report 


Among other things, that budget goes to pay the salaries of staff (which 
presumably counts as “directly toward our mission”). For executives, that means 
very comfortable six-figure salaries. According to Glassdoor, VPs and Senior 
Executives make anywhere from $124,000 to $297,000 annually (plus benefits). 
Directors often earn six-figures as well. According to LinkedIn, there are quite of 
few people carrying these titles. Not bad for a non-profit. Again, big problems 


require big solutions. Pie motivates. 
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A thought experiment: through some miraculous breakthrough, diabetes 
disappears tomorrow. What happens to ADA? Does it dissolve itself? There’s no 
need to renew their annual budget or keep taking donations—diabetes is over. Do 
they sell off their assets to fund generous severance packages for executives and 


other staff, as a thank you for realizing their stated mission? 


Many people seem to believe that ADA is indeed prolonging the problem of 


diabetes. They argue it promotes diets that make the condition persist, that it’s 


staffed by former employees of junk food makers, and takes money from private 
corporations that profit from chronic illness. These are reasons why, according to 


some, ADA makes poor diet recommendations to people. 


Let’s start by unpacking a recent controversy that erupted in response to one of 


ADA’s meal planning strategies for diabetes. 


The American Diabetes Association (ADA) recently got lots of attention when it 


Aethod.” Their widely shared video post amassed 
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millions of views in short order: 


a American Diabetes Association 


Curious about meal planning with diabetes or prediabetes? Listen as 
Stacey, the ADA's Director of Nutrition & Wellness, reveals the secret to 
starting simple: the Diabetes Plate Method. Learn more this 
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From ADA’s website, the “Plate Method” works like this: 


“The Diabetes Plate Method ts the eastest way to create healthy meals that can 
help manage blood sugar. Using this method, you can create perfectly 
portioned meals with a healthy balance of vegetables, protein, and 
carbohydrates—without any counting, calculating, weighing, or measuring. 


All you need ts a plate!” 


—American Diabetes Association 


The method is simple, as it should be. The goal is to influence the behavior of the 
masses, which requires a simple, easy-to-understand approach. Normal, everyday 
people are busy—jobs, children, and little time or inclination to get lost in the 
weeds of “nutrition science.” For this I commend the ADA. We need easy-to- 
follow methods ordinary people can put into action. No easy task. Anyone 
putting forward such plan will take heat, and people with public opinions on diet 


are often animated by a kind of religious zeal. 
The Plate Method: 


e Half for non-starchy veggies. Vegetables with low carbohydrate content like 


asparagus, broccoli, or carrots. 


e One-quarter for lean (low-fat) protein foods, ranging from animal meat 
(beef, poultry, seafood) to cheese and plant-based protein sources (beans, 


lentils, nuts, tofu, etc.) 


e One-quarter for carbohydrate foods—“good carbs” like whole grains (brown 
rice, oatmeal, quinoa, etc.), starchy veggies (potatoes or green peas), beans 


and legumes. A small portion of fruit or low-fat dairy on the side. 


e Water or a zero-calorie drink. No sugar-filled sodas. 
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The ADA thinks this is good advice for managing diabetes. Others disagree. 


d Robert Lufkin MD 
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| don't trust the dietary advice from Stacy, the American Diabetes 
Association's Director of Nutrition & Wellness unless | would like to get 
diabetes too. 


No wonder we are beginning the largest diabetes epidemic in recorded 
history. 


So is the ADA providing good advice or bad? To approach this, we need to 
understand the basics of insulin resistance and how it relates to dietary 
macronutrients. Our main focus will be on which macros are the biggest drivers 
of insulin resistance. In particular, we need to understand how “good” an 


carbs differ with respect to insulin. 


Insulin resistance is a key component of type II diabetes, obesity, and other bac 
things. You don’t want to be insulin resistant. Cells decrease their responsiveness 
to insulin when there’s too much of it for too long. It is a reversible cellular 
adaptation to chronic, excess insulin (although irreversible changes may occur 
with prolonged insulin resistance). The natural way to reverse insulin resistance 
is to lower insulin, which can be done by eating less, especially of foods that 


trigger lots of insulin release. 


Diabetics suffer from poor glucose regulation, which is why their blood sugar 
levels can get dangerously high (hyperglycemia). To reverse large glucose spikes, 
triggered by poor dietary choices, they can inject themselves with insulin. This 
solves their short-term problem (high blood sugar) but exacerbates the 
underlying insulin resistance. It’s sort of like an opioid addict taking a large hit of 
heroin to relieve withdrawal symptoms. The immediate symptoms dissipate, but 


the underlying issue is made worse. Tradeoffs. 


Carbohydrates, especially simple sugars, generally raise insulin levels more than 


fats or proteins. I’ve previously dissected just how different so-called “good” 


carbs are compared to “bad” ones. Most people would agree that some level of 
carb restriction is needed to combat insulin resistance. There is disagreement on 


how much is enough and what “good” carbohydrates actually are. 


Before proceeding with our analysis of ADA, let’s get a basic handle on what the 
literature says about the effectiveness of low carb vs. other diets in terms of 


insulin levels and diabetes management. 
Low-carb diets and type II diabetes: how well do they work? 


ADA often recommends low-to-moderate carbohydrate diets to patients, 
emphasizing what it considers to be “good” carbs. They do not recommend very 
low or no-carb diets (e.g. ketogenic), stating these can be difficult for patients to 
implement and maintain. They do emphasize low fat diets and “good” carbs in 
moderation. (For an analysis of why certain fats have been demonized as “bad” 


over the years, see my conversation with physician-scientist Dr. Orrin Devinsky) 


We'll start with a study of n=83 overweight adults (BMI>28), randomly assigned 


to three different isocaloric diets for several weeks (i.e. equivalent calories in 
each meal). The three diets: 


Table 2B: Foods and nutrient profiles provided in Meal Tolerance Test (MTT) 


YVLCARB Amount(g) Energy Protein (g) Eat (g) Carbohydrate (g) 
Cheese 40 676 10 14 0 
Corned beef 60 247 lI 2 0 
Ham 60 272 lI 2 0 
Egg 50 316 7 5 0 
Whole milk 50 136 2 2 2 
Almonds 20 486 4 I l 
Salad 50 26 l 
total 2159 45 36 4 
% energy 36% 61% 3% 
VLE 
Bread wholemeal 100 939 10 3 39 
Cheese reduced fat 10 137 3 2 0 
Corned beef 10 4l 2 0 0 
Ham 10 45 2 0 0 
Skim milk 150 276 7 0 10 
Fruit bar | bar 548 l | 29 
Sultanas 15 192 0 0 Ul 
total 2178 25 7 89 
% energy 20% 13% 67% 
HUF 
Bread wholemeal 110 1033 I 3 43 
Margarine polyunsaturated 12 359 0 10 0 
Corned beef 20 82 4 | 0 
Salmon 20 146 4 2 0 
Yoghurt 200 410 10 0 12 
Baked beans 40 114 2 0 4 
Salad 50 26 0 0 l 
total 2169 32 16 60 
% energy 26% 28% 46% 


VLCARB = very low carbohydrate diet (n = 24) VLF = very low fat diet (n = 22) HUF = high unsaturated fat (n = 21) 


Notice the basic differences. The very low-carb diet has full fat cheese, whole 
milk, meat, eggs, nuts, and salad. The other two diets have bread wholemeal as 
the primary carb source, together with things like fruit bars, skim milk, reduced 
fat dairy alternatives, and some kind of meat. These very low fat and high 
unsaturated fat diets above are roughly in line with ADA advice—low levels of 


“bad” fats together with “good” carb sources like whole grains, fruit, and beans. 


Here’s how insulin responses looked at the beginning and end of the experiment 


for each meal group: 
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All groups experienced a modest decrease in insulin by the end. But for the 
duration of the study, the very low-carb meal group had much lower insulin 
levels, roughly one-third of what was seen with the other diets. The very low-carb 


diet was indeed very low—just 3% of calories from carbs. That’s one study. 


Another study measured 24-hour blood glucose and insulin levels in adults with 
type II diabetes, half on a low-carb diet (~21 grams of carbs/day) and half on their 
usual high-carb diet: 
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Data adapted from Boden et al. (2008) and summarized in this paper. 


Studies like this show that on low-carb diets, insulin levels not only rise less after 


meals but stay lower throughout the day, compared to high-carb diets. 


These are just two individual studies in a vast sea of literature. It’s confusing to 
navigate, easy to cherry-pick results. To get a more general sense of how low-carb 
diets compare to others with respect to insulin resistance, let’s consider studies 
from the past ten years, limited to those with insulin measurements from trials 


where isocaloric diets were given for at least several weeks. 


e A 2021 meta-analysis compiled randomized clinical trials evaluating low and 


very low-carb diets compared to various control diets for at least 12 weeks in 
adults with type II diabetes. Compared to control diets, low-carb diets 
achieved higher rates of diabetes remission (57% vs. 31%). Very low-carb 
diets were less likely to be adhered to than low-carb diets, but were effective 
in those who stuck to them. The main result is worth repeating: many weeks 


on a low-carb diet led to remission of diabetes in many patients. 


e In this 2019 trial, n=28 adults with type II diabetes were randomized 
assigned to receive either a “conventional diabetes” diet (50/17/33 balance of 
carbs/protein/fat) or a “carb-reduced high-protein diet” (30/30/40 balance of 
carbs/protein/fat). The carb-restricted group saw lower levels of post-meal 


insulin (as well as other markers). 


e In this 2022 study, n=60 overweight or obese patients with newly diagnosed 
type II diabetes were given one of two diets for 12 weeks: A ketogenic diet vs. 
a variable control diet with limits on max carbs, protein, and fat such that 
carbs were the most abundant calorie source. Both groups saw significant, 
beneficial changes in most measured parameters, but the keto group 
generally saw larger shifts. This included fasting insulin at half the level seen 


in the control group. 


e A 2015 study looked at n=69 overweight/obese adults at risk for diabetes. 
They received either a low-fat or low-carb diet for eight weeks. In general, 
the low-carb diet had beneficial effects on measured outcomes, including a 


lesser insulin response following meals compared to the low-fat group. 


The point here is not to argue that low-carb diets are the only viable strategy for 
lowering insulin and improving diabetes, or even that they’re superior to other 
approaches. The point is simply that, when people adhere to low or very low-carb 
whole food diets for several weeks, they generally see improvements in key 
health parameters relevant to diabetes, including lower insulin. These diets often 
perform better than alternative, higher-carb or low-fat diets, and can even lead to 


remission of type II diabetes. 


None of this should be too surprising given what we know about the underlying 


biology. Carbohydrates generally drive a larger insulin response than fats and 
proteins, so it makes sense that carb restriction would help improve insulin 


sensitivity and help manage diabetes. 


Nutrition is complicated. Biology, complex. But improving insulin sensitivity and 
reversing diabetes through diet probably has to involve some level of carb 
restriction for most people. The question is: how much? Is it more effective to be 
aggressive and promote very low-carb diets (e.g. the ketogenic diet), or is it 


enough to get people to swap out “bad” carbs for “good” ones? 


One of the major problems with ultra-low carb diets like keto is that they’re 
difficult for the average person to stick to. If something works but people can’t 
stick with it, that’s not very helpful. On the other hand, we know that the divide 


between “good” and “bad carbs can be murky. Many so-called “good” carbs result 


in insulin responses comparable to, or even greater than, those of “bad” carbs. 


Let’s look at the dietary recommendations and arguments of the ADA in more 
detail. We want to represent their perspective fairly, keeping in mind that we’re 
talking about dietary strategies meant to influence the eating habits of everyday 
people. Any viable strategy has to not only be effective #put into practice, but 


feasible for the average patient to implement. 


Let’s point out what the ADA’s “Plate Method” does right. These things should 


not be controversial: 


e Simplicity. Anyone can comprehend this approach. Heroic efforts are not 


required for implementation. 


e Whole foods. With some exceptions, ADA is not recommending processed 


foods (at least not in this document). 


e Portion control. They’re laying out a simple visual for portion management, 
supplemented with basic measurements for how to portion out different 


foods. 


(continued) 


Nutrition for Life: Diabetes Plate Method 
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*These measurements are based on estimates and each has about 15 gm of carbohydrate. Please see the nutrition label or talk to 
your health care provider or a registered dietitian for questions relating to serving sizes. 


Specific whole food recommendations are given for each class of foods in their 
document. Many would argue with various particulars, ranging from emphasis on 
low-fat meat and dairy to their characterization of seed oils as “healthy fats.” All 
valid points. For our purposes here, we’ll focus on their carbohydrate 


recommendations. 


From the image above, you can see that ADA recommends several types of foods 
as carb-sources—whole grains and things like beans and lentils, as these contain 
protein or fiber. Consuming more protein or fiber together with a given carb-rich 
food will generally be beneficial in terms of blood glucose and insulin. But as Pve 
explored elsewhere, many “good” carbs containing fiber or protein produce 
insulin responses comparable to, and sometimes even greater than, “bad” carbs 
like white bread. This can be true for everything from wholegrain breads to 
potatoes and beans. Recommending carbs be consumed with fiber or protein is 
directionally good advice, but is zo¢a surefire method for managing blood 


glucose and insulin levels. 


Stepping back, what about total carbohydrate consumption? With the Plate 
Method, 50% of the plate is for non-starchy vegetables, which are low in calories. 
One-quarter is for carb foods. In this post, one ADA employee cited data 


indicating that the average American consumes about 50% of calories from carbs, 


and that their meal plan would result in consumption of about half that level. 


Let’s just call it 25%—one-quarter of daily calories from carbs. 


Based on the clinical literature, “low-carb” is often applied to diets with 25% or 
fewer calories coming from carbs. “Very low-carb” diets are typically 10% or less. 
There’s no universal definition for these things but it’s fair to call the ADA’s 


method a low-to-moderate carb approach. It certainly isn’t very low-carb. 


Table 1. Classification of reduced-carbohydrate diets 


Carbohydrate amount Diet name Defining features/Comments 

245% El; 2225 g/d High-carbohydrate Prevailing dietary pattern in the US; consistent with recent 
recommendations for people with diabetes and USDA recommendations 
for general public 

26%-44% El; 131-224 g/d Moderate-carbohydrate Moderate reduction of grains, starchy vegetables, added sugar 
Unlimited legumes, whole fruits 
Unlimited non-starchy vegetables 

10%-25% El; 51-130 g/d Low-carbohydrate Substantial reduction of grains, starchy vegetables, added sugar 
Moderate reduction of legumes, whole fruits 
Unlimited non-starchy vegetables 

<10% El; <50 g/d Very-low-carbohydrate Elimination of grains, starchy vegetables, added sugar 
Substantial reduction of legumes, whole fruits 
Unlimited non-starchy vegetables 

Very-low-carbohydrate As above, with protein intake typically limited to <20% of El 
ketogenic Serum BOHB characteristically 0.5-5.0 mmol/L 


Calculations based on a 2000-kcal/d diet. BOHB, B-hydroxybutyrate; El, energy intake; USDA, US Department of 
Agriculture. 


Diet classifications based on carbohydrate content, from this review paper. 


ADA seems to be recommending moderate carb restriction. They aren’t telling 
people to drink Coca-Cola and eat Sour Patch Kids, which would be insane and a 
dead giveaway that they’re completely off the reservation. Clearly that’s not 


what’s going on. 


Recall the Shirky Principle. It does zor state that institutions will blatantly try to 
make the problem worse, but that they will tend to evolve practices that preserve 
the problem. This can be accomplished by adopting strategies that don’t help 
very much, enabling the problem to persist for as long as possible. This is actually 
a good long-term strategy. Taking actions with little impact on the problem, 
rather than those that blatantly make it worse, helps to minimize any pushback 
that would undermine the org’s ability to expand. At the same time, an 
incremental, conservative approach provides a kind of protective veneer—it 
looks like you’re trying to do something. You’re being realistic, following established 
guidelines, and not promoting anything where ż%e scence isn’t settled. Talking 
points like this are important elements in the narratives constructed to justify an 
organization’s strategy (we’ll dissect the process of narrative selection in more 
detail below). 


Think about it. 


If ADA hired the Chief Marketing Officer of Sour Patch Kids as CEO and they 
began recommending three square meals of sugary candy per day, there’d be 
some kind of major reaction to such obvious absurdity. But what if it seems, to 
most people, like ADA is making reasonable, moderate recommendations in-line 
with USDA dietary guidelines? What if ADA staff really believe they re doing good 
and promoting wellness? What if you hire from respectable organizations like the 
American Heart Association and recruit people with years of experience as 
dietitians? Aren’t all of those things what you would naturally expect, and hope, a 


major institution does? 


ADA is recommending moderate carb restriction, portion control, and whole 
foods. Hardly damnable. Why are some people so worked up about their Plate 
Method? Let’s take a look at what critics have said and examine some of ADA’a 


specific meal recommendations more closely, including who sponsors them. 


When ADA posted it’s Plate Method video on social media, many pounced. One 


example: 


oO Metabolic Mind 

Great post by pointing out the inaccuracies and problematic 
advice from We need to continue to respectfully help 
educate doctors and associations about the myths that unfortunately 
propagate within medicine. This is a good start. 


fF) Nick Norwitz PhD 


@why this is such a BIG problem. @AmDiabetesAssn Please listen JL. 
Below, | will make 2 points re 

(1) Factual inaccuracies 

(2) Problematic Advice 


ADA: “The br 


In essence, those critical of ADA’s diet recommendations argue that it’s 
promoting too much carb consumption. Given that carbohydrates spike insulin 
levels more than fat and proteins, this makes sense. Those with diabetes and 
prediabetes (now the majority of adults) need to lower their insulin levels, which 
means changing their diet. Since carbs spike insulin more than other 
macronutrients, it makes sense to focus on cutting down on carbs as much as 


possible. 
to this reasoning, from the ADA’s Director of Nutrition: 


“In my over 30 years of experience as a Public Health Nutritionist and 
Registered Dietitian, I’ve found that going from a high or moderate 
carbohydrate meal pattern to a much lower carbohydrate pattern for 
someone who has not paid much attention to their nutrition ts extremely 
challenging. This often requires a stepwise and incremental approach, with 


the assistance of their health care team, as they learn all these new skills. As 


success ts achieved, newer strategies can be added to continue moving along 
the continuum for further success.” -Stacey Krawczyk, LinkedIn (emphasis 
added) 


My summary of the argument: many people have seen success, including diabetes 
remission, with very low-carb diets. The effectiveness of very low-carb diets at 
reducing insulin is well-documented and there are many anecdotal success 
stories out there. The counter-argument from ADA is that, although very low- 
carb diets may often be effective, they are not practical to implement and sustain 
for people who’ve eaten high-carb diets for many years—an incremental, 
stepwise approach to diet should therefore be taken to gradually nudge their 


eating habits in a new direction. 


These points all seem pretty reasonable to me. After all, the average American 
has been eating a high-carb, processed food-rich diet for life. Many are true 
addicts who likely can’t regulate their own behavior enough to sustain a very low- 
carb diet. ADA needs to balance what’s most effective at treating diabetes with 


what people can actually manage in their lives. 


Within the Shirky Principle framework, Pd expect an institution like ADA to 
evolve—it’s behavior should change over time, as it learns through trial-and- 
error which of its actions leads to growth. If it has morphed into an organization 
enabling the problem of diabetes to persist, then its dietary recommendations 
will have shifted away from approaches that help reverse diabetes, toward those 


that enable its persistence. I can imagine two potential drivers: 


e Accumulation of corporate sponsors who benefit from diabetes—providing 


revenue streams to fuel growth; 
e Infiltration of the org itself by former employees of such corporations. 
ADA’s sponsored meal & snack plans. 


There’s a difference between thoughtful, incremental dietary recommendations 
and enablement. When you start to look at ADA’s specific food recommendations, 
it quickly becomes clear why people call them out. Acommon point of criticism: 
ADA promotes snacks and meals containing added sugar. Here’s one from the 
ADA website, which it calls the “Power Snack Mix”: 
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Power Snack Mix 


American 
Diabetes i} Diabetes 


Ingredients 


multigrain cheerios 
mini-chocolate chips 
almonds 


dried cherries 


It’s questionable as to why ADA is promoting snacking at all, but this one is 
downright strange. Based on the ingredients, the primary macronutrient is 
carbohydrates. One of the four ingredients is chocolate chips, more or less just 
straight sugar. Pm doing my best to be fair-minded here, but this is just plain 
weird for an org whose mission is supposed to be eradicating diabetes. Snack on 
chocolate chips? What? 


Things get more strange with further inspection of their meal recommendations. 
For example, here’s a carb-heavy pasta dish. Even if we accept the argument that 
pastas can be “good carbs” which don’t spike insulin levels as much as simple 


sugars, one of the ingredients here is... added sugar! 


43 seen on 
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. Association. Food Hub 


Connected for Life. 


Colorful Pasta Salad 


Ingredients 


Bow-tie pasta 
Bow-tie pasta 
red bell pepper 


(chopped) 


orange bell pepper 
(chopped) 


cucumber 
(s) (chopped) 


carrots 
(shredded) 


red onion 
(chopped) 


black pepper 


light mayonnaise 


— sugar 


lemon juice 


Who wants to eat an ordinary pasta salad? This colorful pasta salad 
recipe pairs colorful vegetables with pasta and is a perfect addition 
o any kidney diet. 


to you by DaVita, a proud partner of the American 
Diabetes Association® and Diabetes Food Hub® 


Adding pure sugar to any dish is a bad idea for those interested in managing 
insulin levels, especially someone who is already insulin resistant. What could 
possibly possess an organization to recommend added sugar as an ingredient to 
an already carb-heavy meal? As many have pointed out, the answer appears to be: 


advertisers. 


Carb-rich pasta with added sugar, brought to you by DaVita Kidney Care, proud 
partner of ADA! 


DaVita is a private company. They run kidney dialysis centers. Many diabetics 
end up in these places due to kidney damage caused by chronically high blood 
sugar. The name “DaVita” is an adaptation of an Italian phrase meaning, “Giving 
life.” That’s their stated mission— “we are dedicated to an unwavering pursutt of a 


healthier tomorrow.” 


Recall the Cobra Problem. If you want to understand real-world outcomes driven 
by human behavior, ignore mission statements. Think through incentives. The 
more people on dialysis, the more revenue DaVita generates. Some of that 
revenue is clearly going to ADA in the form of meal sponsorships promoting 
carb-rich meals with added sugar. Those are simple, empirical facts. Where do 


incentives point? How will humans behave? 
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There are many such meal examples on ADA’s website, some of which are 
sponsored private companies whose revenue goes up the more people there are 
living with chronic metabolic illnesses like diabetes. You can find carb-heavy 
meals of all kinds, ranging from “fruit-filled pancake puffs” to “whole grain 
chicken & waffles” and fruit punches that contain added sugar on top of orange 


juice. 


Again, there’s no need to assume anyone, in any of these organizations, is a 
cynical actor. No conspiracy required. Just consider the basic incentives placed 
on flesh-and-blood, status-seeking humans. DaVita Kidney Care wants its 
revenue streams to grow, not shrink. ADA wants bigger sponsorships and more 
donations to fund its 2mportant mission. Everyone wants promotions, demotions. 


There are sales targets to hit. Bragging rights are at stake. 


A fun question to ponder: does the ADA award employees annual bonuses? If so, 


what kinds of metrics are these payouts based on? 


ADA not only promotes carb-rich meals and snacks with added sugars, they 
receive multimillion dollar donations (presumably tax-deductible) from the 


some of the world’s top insulin makers, such as Eli Lilly, Novo Nordisk, and 


Sanofi. These pharmaceutical giants produce the insulin that many diabetics 
inject. When do they shoot up? When their blood sugar spikes dangerously high. 
This happens when they make unhealthy dietary choices, like eating chocolate 
chips. More people with diabetes eating chocolate chips means more insulin 


sales. 


Alan Watson 


ADA receives $1 million yearly from each of the world’s top insulin 
makers - Lilly, Novo Nordisk & Sanofi - explaining, in part, why ADA’s 
nutrition advice includes telling diabetics to eat what they want, incl 
blood-sugar-raising stuff like apple crisp with oats & brown sugar. 


American Diabetes Association 
@AmDiabetesAssn 


Curious about meal planning with diabetes or prediabetes? Listen as 
Stacey, the ADA's Director of Nutrition & Wellness, reveals the secret to 
starting simple: the Diabetes Plate Method. Learn more this 
#NationalNutritionMonth atbit.ly/3IUaUY2. f | ® @ @eatright 
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Above, we listed two possible mechanisms that could drive ADA to adopt 
behaviors enabling the problem of diabetes to grow: (1) accumulation of 
corporate sponsors who benefit from a larger pool of diabetes patients 
(customers); (2) infiltration of the org itself by former employees of such 


corporations. The first of these is clearly in play. What about the second? 


To the extent that ADA receives funding from and is operated by people tied to 
entities with a financial interest in the persistence of diabetes, we would expect 
its behavior to move in the direction of serving those interests. If ADA has itself 
accumulated staff from such entities, it’s behavior can be influenced internally. 


To the extent that internal (staff) and external (sponsors) influences are aligned, 


they should nudge the organization’s behavior in the same general direction. 
Over time, this would shift its dietary recommendations towards those that 


preserve the problem of diabetes. 


Everybody wants more pie. 


Carb-restriction as a treatment for diabetes has a fascinating history. As far back 


as the late 1700s, it was observed that carb-rich foods like bread and sugar 
aggravated diabetes symptoms and low-carb diets were recommended to 
diabetics. After the discovery of insulin in the early 1920s, dietary interventions 
began to fall out of favor. Pharmacotherapy (insulin injections) became more and 


more common. 


To give a sense for how mainstream physicians approached diabetes prior to the 
discovery of insulin, check out the “starch-free diet.” It was devised by Dr. 


Herman Mosenthal, published in his 1921 book, Diabetes mellitus; a system of diets. 


STARCH-FREE DIET 


QUALITATIVE LIST 
MAY EAT: 

Soups—Clear meat broths, which may contain the vegetables indicated below. 

Meats—All kinds of meat, fresh, smoked or cured, except liver; all meats must be 
prepared without flour or bread-crumbs. 

Fish—All kinds of fish, but no clams, oysters or scallops. 

Eggs—Eggs in any form, prepared without milk, flour or sweetening (sugar, jam, 
etc.). 

Butter—Butter, oil and lard. 

Cheese—All kinds of cheese. 

Vegetables—Asparagus, asparagus tips, brussels sprouts, cabbage, cauliflower, 
celery, cucumbers, egg plant, endive, greens from beets, kohlrabi, leeks, lettuce, 
pickles (sour or dill), pumpkin, radishes, rhubarb, sauerkraut, sorrel, spinach, 
string beans, swiss chard, tomatoes, water cress, wax beans. 

Desserts—Gelatine jellies (use sour white wine, brandy or coffee for flavoring). 

Beverages—Tea, coffee and cocoa made from cracked cocoa (cocoa nibs), sweetened 
with saccharine (without sugar or milk); claret, burgundy, sour white wine, and 
whiskey in moderate amounts; carbonated waters. 

Condiments—Pepper, salt, mustard, oil, vinegar, saccharine. 


MUST AVOID EATING: 

Sugar in any form. Bread, biscuits, and cakes of all kinds. Toast, crackers, rice, 
oatmeal (and all cereals); sago, tapioca, macaroni, vermicelli, potatoes, carrots, 
parsnips, beets, corn, beans, peas. All fruits, fresh, preserved and dried. Jams 
and jellies. Pastry, puddings and ice cream. Sauces and gravies thickened with 
flour. 


MUST AVOID DRINKING: 
Milks, ales, porter, stout, beer, cider, all sweet wines, port wine, liqueurs, sparkling 
Wines, syrups. 


The present system of diets has been designed with the object of allowing any 
patient or nurse, without special training tn dietetics, to carry out the proper 
rationing for cases of diabetes mellitus. These diet lists have been tn successful 
use tn a number of hospitals and clinics for several years. -Dr. Herman 
Mosenthal (1921) 


That was printed right around the discovery of insulin. Mosenthal would go on to 
be a founding member of ADA (established in 1939). He served as President in 
the 1940s and passed away in 1954. It wasn’t until 1971 that ADA released its first 
official dietary recommendations, which deviated significantly from Dr. 


Mosenthal’s starch-free diet. 


ADA released dietary guidelines again in 1986. Assuming ADA would have 
endorsed something like its founding memberl’s starch-free diet when it was 


established, here’s how ADA’s dietary recommendations evolved from 1939-1986: 


e 1939—Mosenthal’s “starch-free diet,” a very low-carb diet urging diabetics to 


avoid carb sources like sugars, grains, and fruit. 


© 1971—Approximately 45% of calories from carbs was considered acceptable, 


apparently based on nothing more than population norms at the time. 


© 1986—Approximately 55-60% of calories from carbs and total fat restricted 


to <30% of calories. 
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Key historical developments in the history of diabetes. Graphic from this paper. 


There was a transition from lower to higher carbohydrate intake, and from higher 
to lower fat intake. By the mid-1980s, American dietary guidelines had moved 
squarely in the direction of carbs good, fats bad. This was driven largely be the 
belief that blood cholesterol levels are the primary driver of cardiovascular 
disease, resulting in the demonization of “bad” fats (saturated) and promotion of 
“good carbs” like whole grains. Mainstream medical institutions like the 
American Heart Association disseminated the official creed in creative ways, such 


as the infamous “food pyramid.” In large part, Americans listened. 


As physician-scientist Dr. Orrin Devinsky explained to me, the evidence 


supporting this narrative was never strong. Here are a couple key changes in 
Americans’ diet patterns, based on analysis in this study, which I discussed in 
detail with Dr. Devinsky. 


e Since the mid-1900s, people transitioned away from “bad” animal fats 
(saturated), replacing them with “good” fats (polyunsaturated), such as 
“heart healthy” seed oils. To this day that’s the message we get from 
institutions like the American Heart Association, which certifies processed 
foods like Cheerios as “heart healthy.” 


e From the 1960s to the 1980s, per capita processed grain availability 


increased 113%. From the 1980s to the 1990s, it increased 47%. 


These shifts in food production went more or less in the opposite direction from 


what Dr. Mosenthal was recommending at the time of ADA’s founding. After his 


death and the dissemination of official USDA dietary guidelines, amplified by 


mainstream health institutions, how did diabetes rates change? 
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Rates of type II diabetes have been climbing for decades. Source. 


Diabetes rates have moved in one direction since the discovery of insulin, the 
founding and growth of ADA, and successive waves of dietary recommendations 
set forth by our mainstream institutions. There are multiple, competing 


narratives that can explain this general pattern. 


One interpretation is that Americans aren’t following the guidelines. Institutions 
are providing good, evidence-based advice. American people just aren’t taking it. 
There may be some truth to this, but it doesn’t make total sense. As indicated 
above and explored in more detail here, Americans have shifted their diets in the 
direction of the guidelines. They started eating a lot of carbs in the form of grains 
—you know, the base of the food pyramid advice I was tnculcated with as a child. A 
common response: well, we’re more sedentary. Not true either—obesity and 
diabetes rates have climbed despite evidence we are /ess sedentary than we once 


were. 
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Another interpretation: diabetes rates have continued climbing decade after 
decade because of the dietary guidelines set forth by mainstream institutions. We 
have forgotten what physicians like Dr. Mosenthal and others knew over 100 
years ago: carbohydrates, especially sugar and refined grains, exacerbate diabetes. 
We also know why: they drive insulin. The discovery and use of insulin as an 
injectable medicine gave us an easy way to acutely treat one of the major 


symptoms of diabetes (high blood sugar), enabling us to relax our focus on 


lifestyle interventions that can treat and even reverse the underlying biological 


problem (insulin resistance). 


The simultaneous use of drugs (e.g. insulin) that treat the symptoms but not 
causes of metabolic dysfunction, together with diets that do not reverse the 
underlying metabolic problem (insulin resistance), creates a valuable 
commodity: people with high lifetime customer value. The longer someone lives 
with diabetes, the longer they’re around to continue spending money on 
medicines and foods, and the more justification there is for an expansion of 
ADA’s influence (and budgets). 


Of course, there are other interpretations of what’s going on. 


A natural counterargument here, as to why ADA’s dietary recommendations have 
changed over time, is that they’re simply following the science. We’ve learned a 
lot about diabetes, metabolism, and nutrition since Dr. Mosenthal’s 1921 starch 
diet. Many scientific papers were published in the past century. Many have been 
supported by ADA, which has devoted $950 million to “innovation studies” since 
the start of its Research Programs in 1952. How is that not a good thing? A large 
non-profit institution has injected hundreds of millions of dollars into research, 
expanding our knowledge base. Because that knowledge base grows and changes 
over time, we must continually update what we believe and recommend to 


patients. That’s scientific progress, isn’t it? 


For better or worse, “ow scientific research is funded plays a big role in how it’s 
conducted, how the results are published and distributed, and whether labs get 
re-funded after publishing work fueled by their initial grants. As we’ll see, the 

shear size of the published literature—filled with a mixture of rigorous science, 
sloppy science, and conflicts of interest—provides an invaluable substrate from 
which human organizations can select results to fit desired narratives. Call this 


process “narrative selection,” by analogy with natural selection. 


Contaminated science: how industry funding generates the substrate for 


narrative selection 


For better or worse, the history of research on human diet, nutrition, and 
metabolism is filled with examples of suspicious funding, conflicts of interest 
(often unreported), and results based on sloppy and even fraudulent work. There 
are many, many examples that illustrate the corrupting influence that funding 
sources have had on research. Here’s just a few high-profile, well-documented 


Cases: 


e Ancel Keys’ infamous “seven countries study” has influenced generations of 
scientists and the entire mainstream medical establishment for decades. (It 
even has it’s own website). That influence is still reflected in the practice of 
physicians and medical organizations today, despite the now well-known 
fact that Keys’ data was problematic in various ways. Studies contradicting 
his ‘diet-heart hypothesis’ were often ridiculed or suppressed (e.g., see Dr. 
Orrin Devinsky’s commentary on the ‘Framingham Heart Study,’ at ~1:16:51 
in M&M #135) 


e For decades, the sugar industry dolled out large sums of money “that 
successfully cast doubt about the hazards of sucrose while promoting fat as 
the dietary culprit in coronary heart disease.” Corruption of the scientific 


process in the service of narrative formation. 


e It’s well-known that mainstream medical organizations like the American 
Heart Association practically owe their existence to large corporate donors. 
For example, Proctor & Gamble gave millions of dollars to AHA, influencing 
them to tell consumers to replace butter and “bad fats” with the “heart 
healthy” seed oils that P&G wanted to sell. This narrative yields dividends to 
this day. 


Revolutionary shortening advance. . . important news for you and your family! 


NEW CRISCO 


made to help take the“fat-worry” out of good eating 


WHAT'S “FAT-WORRY”? That’s our name for 
the worry many of us have about the kinds of 
fats we eat. New Crisco is specially made to help 
take the “fat-worry” out of good 
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vegetable shortening . . . so light and digestible @ No animal fats 


wonderfully easy to use. All your favorite recipes @ Digestible 
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Crisco was introduced by Procter & Gamble in 1911, the first product of its kind made entirely from seed oils 
composed largely of omega-6 polyunsaturated fats. 

Notice how mutually beneficial partnerships between for- and non-profits can 
arise, as in the case of Proctor & Gamble and AHA. P&G needed to create a 
narrative to motivate people to buy its new product (seed oils). To do this, they 
facilitated the expansion of another organization (AHA) by injecting money via 
donations. Like human growth hormone into a bod-builder’s buttocks, AHA’s 
budget and influence grew. Their growing prestige was used to propagate the 


narrative that P&G’s “vegetable” oils were good for the heart. A symbiotic 


relationship between expansion-hungry organizations, the growth of one 
facilitating growth of the other. 


You don’t have to look far to see how widespread the food industry’s influence on 
research is. Everyone from Kellogg’s to Nestle provides funding—lots and lots of 
it. The same is true of pharmaceutical companies that profit from the growing 
pool of chronic disease sufferers. These companies not only fund scientists 
directly, they sponsor medical organizations—ADA, AHA, etc. In turn, these 
institutions use that money to fund research, advertise meal plans to consumers, 
and pay staff. To the extent that the recommendations of these non-profits drive 
consumer behaviors that are good for their sponsors, a mutually advantageous 
ecosystem is created—an environment in which the goal of every organization 
(expansion) in the network is reinforced through reciprocal financial benefit, 
ultimately powered by consumer behavior motivated by the narratives they 


subscribe to. 


All of these organizations vary in size and structure, but none of them wants their 
domain of influence (or revenue streams) to shrink. All of them rely on the 
construction of narratives, stories people must believe to motivate their behavior 
in ways that fuel the organization. These narratives take diverse forms, ranging 
from the product marketing stories compelling consumers to buy products to 


virtue signaling messages of social good non-profits use to drive donations. 
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Labyrinthine financial ties connect for-profit companies, non-profit institutions, 
and research labs. These can be invisible, as when scientists and physicians fail to 
disclose conflicts of interest. To give just one example, the lead author of this 
paper from the American Academy of Pediatrics failed to disclose nearly 


$225,000 in funding from Big Pharma. That paper was meant to cast doubt on the 


effectiveness of low-carb diets in youth with obesity and diabetes. Because it’s 
published, peer-reviewed research by credentialed experts, it can be cited as 
evidence against low-carb diets for people with metabolic conditions. One then 
has justification to promote stories involving “carb moderation” and “good 
carbs,” providing the impetus for things like ADA’s cheerios and chocolate chip- 


filled “power snack”, which can be called an “evidence-based” recommendation. 
? 


An uncomfortable truth about the scientific literature: you can dig up a set of 


papers to justify just about any conclusion you want. 


Science is difficult and expensive. Labs often produces conflicting results. If you 


fund lots of different research labs, you’re bound to see a diverse results, some of 


which have conflicting interpretations. This creates a two-pronged opportunity 
for anyone looking for a science-backed narrative to justify behavior that serves 
their organization’s interests: (1) Selectively re-fund the labs who produced the 
results you like best, biasing the field over time; (2) Selectively point to a subset 
of results to promote your preferred narrative, or else throw up your hands and 
say things like, “The science isn’t settled,” “More research is needed,” or “Look at 
all the research we’re funding!” Merchants of doubt have much use for unsettled 


science. 


A good example of how the official research process can be artificially skewed by 
special interests is illustrated by this re-evaluation of data from the Minnesota 
Coronary Experiment (MCE) of 1968-73. This study conflicted the dominant 
narrative that blood cholesterol levels are a major driven of heart disease, but the 
data went unpublished until 2016. It showed that even though replacement of 
“bad” saturated fat with “good” linoleic acid (seed oils) did effectively lower 
serum cholesterol, this did zo¢translate to lower risk of heart disease or 
mortality. In other words, a large study contradicting the dominant narrative 


espoused by mainstream health institutions sat idle, collecting dust, for decades. 


“Findings from the Minnesota Coronary Experiment add to growing evidence 
that incomplete publication has contributed to overestimation of the benefits 
of replacing saturated fat with vegetable oils rich tn linoleic acid.” — 


Ramsden ef al. (2016) 


Pm not saying this means that each and every study with industry funding is 
wrong and needs to be thrown out, but we also can’t be so naive that we “follow 
the science” by blindly pointing to published research. Even worse: blindly 
following the story someone else is telling just because they have PubMed 
citations. When “the science” says there’s only weak evidence supporting the 
recommendation of low-carb diets to people with impaired glucose metabolism, 


we should probably take note of when that work is funded by General Mills. 


Tufts University Food Compass 


General Mills Cereals and Selected Other Foods 
Cheerios ee 25 
Fiber One Caramel Delight 77 
Cheerios-Honey Nut i 76 
Cheerios--Fruity 74 
Cheerios-Apple Cinnamon [i 73 
Cheerios-Frosted (ns 73 
Reese's Puffs ns 71 
Cheerios--Chocolate [i 71 
Cheerios--Oat Cluster Crunch [i 70 
Cheerios-Berry Burst [Ts 70 
Lucky Charms--Chocolate gg 
Cinnamon Toast Crunch gg 
Cocoa Puffs S A 
Cheerios-Banana Nut eO 63 
Cookie Crisp 62 
BooBerry 61 
Frankenberry M 60 
Count Chocua S o 
lucky Charms O 60 
Dora the Explorer 88 
Kix Berry Bery 8B 
Chex Chocolate 8 
Chicken fillet, grilled = 8 
Milk, whole OSS 
Egg fried in butter TT 2° 
Cheddar cheese ( 2: 
Ground beef, cooked 26 


0 50 100 
Iç æ Tobe encouraged L To be moderated HE Tobe minimized 


Note: Total number of General Mills cereals listed in the Tufts' Food Compass: 53, all with ratings of 40 or higher Data: Tufts University ‘Food Compass." https://doi.org/10.1038/s43016-021-00381-y Chart by Nina Teicholz 
Tufts University's “Food Compass” consistently ranks processed foods like Cheerios as, “To be encouraged.” Recall 
that Cheerios are also recommended by ADA as a, “Power snack” together with chocolate chips. Food and beverage 


companies like Kellogg's, General Mills, and PepsiCo all paid to support this work, which coincidentally resulted in 
100+ of their processed food products as being ranked highly. 


The process of narrative selection 


Biological diversity is the substrate of natural selection, the process by which 
organismal forms are “fitted” to the physical environment through the selective 
survival and reproduction of those best adapted to the environment. Evidential 
diversity is the substrate for narrative selection, the process by which specific 


conclusions are fitted to narratives which motivate human behavior. 


Everyone has ideas. For any idea we encounter, there’s a chance we believe in and 
act on that idea. Experts are a special subset of people possessing specialized 
knowledge and whose ideas carry extra weight. All other things being equal, the 
more youre seen as an expert the more likely your ideas are to replicate in 
others’ minds upon exposure. Scientific results published through the official 
peer-review apparatus are shareable units of specialized, expert knowledge. 
These bits of knowledge can be amplified by institutions and individuals, often in 
mutated form. The shear quantity of publications generated year after year 


provides a rich substrate for narrative selection. 


There are many funders of research—governments, for-profit corporations, non- 


profit institutions—fueling mass production of scientific papers. From the 


diversity of papers generated, human minds curate (select) and interpret 
(mutate) the findings. The resulting ideas can then be crafted into a narrative—a 
press release, recorded speech, or Substack article—vehicles by which the ideas 
are transmitted to others minds (reproduction). The most successful narratives 
are those most effective at motivating people to further propagate the narrative 
—either by motivating them to transmit the narrative themselves or to support 
the expansion of other voices amplifying the narrative (e.g. tax-deductible 
donations to ADA, subscribing to this Substack, etc.). 
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In biological evolution, natural selection is imposed by the physical environment, 
which dictates whether or not a given organismal form reproduces. In ideational 
evolution, narrative selection is imposed by the human mind, which dictates 
whether or not a given idea is communicated. Human minds encode and share 
information in the form of stories (narratives), which are composed of simpler 
ideas (memes, analogous to genes). Naturally, we tend to believe and 
communicate those narratives that suit our interests as status-seeking social 
primates. This tendency acts as a kind of meta-filter through which we digest the 


narratives we consume. Recall the words of Upton Sinclair: 


“It ts difficult to get a man to understand something when his salary depends 


on his not understanding tt.” 


Human organizations naturally craft narratives that suit their goals, such as 
expansion of influence. Contraction is never the goal, for the simple reason that 
organizations are composed of status-seeking social primates. Do you want to 


lose your job, get demoted, or have your budget slashed? I didn’t think so. You 
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want to “achieve your goals,” “make an impact,” “serve your community,” and 
“fight for [Good Thing].” There are many euphemisms for status-seeking. It’s 
much less common to hear people communicate with nakedly self-interested 
language (“I just want more money,” “I’m just saying this to get laid”). We re- 
code our status-seeking into language that makes for a better narrative, one that’s 


more likely to be respected and therefore communicated by our peers. 


The more an organization is respected, the more prestige it has. Expert 
credentials are a mark of prestige. Prestigious institutions acquire their status as 
such, in large part, through their association with experts. Harvard is a 
prestigious university. Lots of people want to get in, only a minority do. Lots of 
people care about what it’s faculty have to say and pay their attention when they 


speak, which is why Harvard is so influential. ADA is also influential. Many 


people take it seriously. We would therefore expect it to be composed of experts, 


the top experts when it comes to diabetes. Right? 


Whether or not you believe ADA has been corrupted by its ties to corporate 
interests (more on that later), they presumably understand the basics of human 
metabolism. If their mission is to eradicate diabetes and they direct so many 
resources toward research and education, ADA presumably harbors bona fide 
diabetes experts. After all, they started out that way—founded by Dr. Mosenthal 
and other top physicians, back in 1939. ADA’s current employees may not all be 
doctors, but I would expect the staff responsible for educating people on diabetes 


to at /eastunderstand foundational concepts of metabolism. 


After posting their “Plate Method” video online, ADA was flooded with 
comments. Many were critical. Before shutting off comments on their posts, they 
left this remark on the Facebook post featuring their Director of Nutrition & 


Wellness: 


Os? 143 178 comments 148 shares 


d Like Q Comment > Share 


View more comments 


A A Author 
American Diabetes Association @ 

It is important to note that the brain needs glucose to function 
appropriately, so a certain amount of carbohydrates is needed for people 
as part of a healthy eating. High quality carbohydrates can include whole 
grains, starchy vegetables, beans and legumes, fruit and lean dairy 
products. In the case of people living with diabetes, their nutritional 
management approach is tailored to their individualized needs and 
developed in concordance with qualified health care professionals. 


Learn more about the Diabetes Plate Method at bit.ly/3/UaUY2. 
p= 4] i 


The comment seemed to be in response to the many people who stated that 
carbohydrates are zor an essential part of the human diet. Essential dietary 
components are those we must eat in order to survive and function properly. For 
example, there are both essential and non-essential amino acids. The essential 
ones are those we must obtain through diet because our bodies cannot produce 
them. Vitamin C is another example. Unlike other animals, humans cannot 
produce vitamin C endogenously. We must therefore consume foods containing 
It. 


Are carbohydrates essentza/ components of the human diet? Here’s the key part of 


ADA’s response to the comments they received: 


“The brain needs glucose to function appropriately, so a certain amount of 


carbohydrates ts needed for people as part of healthy eating.” 


As metabolic psychiatrist Dr. Georgia Ede explained, that statement is a half- 
truth. “A half-truth is a very powerful problem in the world,” she told me. The 
true part is that our brains do always need some glucose. At any given moment, 
brain cells use a combination of glucose (carb) and ketones (fat) for fuel. The 
exact mix depends on your diet and metabolic state, but some glucose is always 
there. The false part of ADA’s statement is that dietary carbohydrates are 
necessary for us to obtain glucose. That’s totally false and well-known. Through a 
process called gluconeogenesis, our cells can create glucose from non- 


carbohydrate substates. (I first learned this in Biochemistry 101, in college). 


Gluconeogenesis 


Gluconeogenesis is the formation of glucose from non- 
carbohydrate carbon sources. 


Fasting, Low Carb Diet, Intense 
Exercise, Starvation 


The body uses carbon 
from fats and proteinsto Amino Acids, Lactate, Glycerol 
make sugar. 


LESBLON 
pce al 
In humans, the process 
mainly occurs in the liver, Gl 
but also in the kidney, —— 
intestine, muscle and brain. 
sciencenotes.org 


To recap: ADA posted their Plate Method video on social media. They got lots of 
critical comments, then posted a half-truth in response before shutting off new 
comments. Many were quick to point out these things. Some took time to 


politely critique their statement about the necessity of dietary carbs. 


Who posted that factually inaccurate statement on ADA’s Facebook page, 
anyway? Was it Stacey Krawczyk herself, the Director of Nutrition featured in the 
video? Or was it just some social media manager? Whoever posted on behalf of 
ADA was either ignorant of gluconeogenesis or else knowingly posted a half-truth 


for other reasons. Either way, it’s misinformation. 


That got me thinking: if ADA was founded by physicians well-versed in the 


biology of their day... who works there now? 
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Because this article was first prompted by the uproar around ADA’s Plate Method 
video, I started by looking at their Director of Nutrition & Wellness. A registered 


dietitian with a Masters of Science degree in nutrition, she describes herself as a 
“wellness executive and food systems change agent”. Past employers include the 


National Soybean Research Lab and Kellogg Company. 


One wonders: does Stacey believe soybean oil is a “good fat,” or that Kellogg’s 
breakfast cereals can be part of a healthy, balanced diet? Do her beliefs have 
anything to do with her work history? We can only speculate. What we know for 
sure is that Kellogg’s is publicly traded, so if she’s holding onto stock from her 7+ 
years of service she will benefit from an increase in the share price. She will also 
benefit if ADA grows and she’s able to move up through the ranks. If both things 


happen, win-win for Stacey. 


What we’re getting at here is the concept of the “revolving door.” We see it all 
over. The most famous examples of revolving doors connect government to 
private industry—banking, pharma, and weapons manufacturers are infamous. 
Big Food is another. A revolving door is a mechanism by which interests are 
aligned across organizations that would otherwise be independent or even 
antagonistic to one another. Alignment happens organically as people move 
between organizations they have a financial interest in. No explicit, top-down 
coordination is required. If a bunch of people spend their careers going back-and- 
forth between banking and politics, this facilitates the creation of regulations 


that benefit the banks those individuals are moving to and from. 


Revolving doors are not limited to government-private sector interactions. They 
can be found between private companies, research institutions, and non-profits. 


If you casually browse the “People” section of ADA’s LinkedIn page, you will see 


many such examples. People join and/or leave ADA to work in biotech or pharma 
companies making diabetes drugs, large food and beverage manufacturers, and 
other non-profit health institutions like the American Heart Association. Do 
these connections have anything to do with ADA’s designation of Cheerios as a 


“power snack?” 
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WORKOUT 4: DANCE YOUR HEART OUT 
Time to feel the groove and start to move. Before you start 
to shake and shimmy all around, round up a how! and 
enjoy a heart healthy breakfast with Cheerios. 
Now you're ready to feel the beat and move 

your feet with Coach Ice-T. 


Marketing content from General Mills’ 2022 “Pour Your Heart Into It” campaign. Cheerios products come in many 
flavors, from Frosted to Chocolate Peanut Butter. Advertised as “part of a heart healthy diet,” these processed foods 
are often “American Heart Association Certified” despite main ingredients including corn starch and sugar. 


In addition to a Director of Nutrition who spent years at Kellogg’s, five minutes 
of searching revealed ADA executives who have worked as spokespeople for 
insulin makers like Eli Lilly and in sales at Coca-Cola. Analysis of publicly 
available tax documents has shown that the food industry donates a lot of money 
to US-based patient advocacy organizations. According to this study, nine food 
and beverage companies collectively donated over $10 billion inflation-adjusted 


dollars to such orgs between 2001 and 2018. 
What are food companies really buying? 


Why do large corporations, such as junk food makers, make such donations? 


What are they actually buying? According to Dr. Robert Lustig, they seek to 


exculpate themselves as causal forces driving obesity, metabolic syndrome, and 
other “disease of civilization.” For example, Coca-cola donated $1.5 million in 
2015 to help start the Global Energy Balance Network, a non-profit that 
minimized the role of diet in driving obesity by overemphasizing physical 
activity. This narrative emphasis shifts blame away from food and beverage 
makers who load their products with high-fructose corn syrup and other obesity- 
promoting added ingredients. They want us to believe it’s all about energy 
balance (how much we eat) and energy expenditure (how much we move). 
Consumers should exercise more and watch their total calorie count, not focus 


on the specific ingredients engineered into processed foods. 


An alternative narrative arises from the observation that obesity and metabolic 
dysfunction have continued to climb even though total calorie intake has been 
flat and people have been exercising more than they used to. If people’s 
metabolic health continues to decline despite these trends in energy intake and 
expenditure, it suggests a different story. Perhaps people aren’t just lazy. Perhaps 
our food supply is loaded with obesogens, substances that promote obesity and 


metabolic dysfunction independent of caloric content. 


Western Diet Obesogens 
+ Bisphenol A 
+ High fat + Phthalates 
+ High sugar + PFAS 
+ High salt * Fructose 


a (Lowber. + Non-nutritive sweeteners 
+ Methyl and butyl parabens 

+ Tween80/carboxy cellulose 

+ 3-tert-butyl-4-hydroxyanisole (3-BHA) 
+ Monosodium glutamate (MSG) 

+ Red coloring 40* 

+ Yellow coloring 5 and 6* 

+ Pesticides 


+ High in processed food 


+ Inadequate fresh fruit and vegetables 


* Potential obesogens 


Fig. 3 The Western ultra-processed food diet is obesogenic. The Western Diet (left panel) per se is obesogenic. In addition (right panel), 
chemicals in food packaging, such as can linings, can contain obesogens (red) which can leach into the food. Many food additives, 
preservatives, emulsifiers, and antioxidants are obesogens. Many fruits and vegetables are sprayed with pesticides, and some residues remain 
on them. Potential abesagens are those with only in vitro data. Reviewed in [87, 146, 147]. 


Many common food additives function as obesogens, promoting fat accumulation and metabolic dysfunction 
independent of caloric content. Figure from this paper. See also M&M #140. 

Narratives are powerful because they motivate human action. The stories we’re 
exposed to influence our choices. To the extent that you believe the narrative 
that metabolic health is primarily about how much you eat overall, your attention 
will focus more on the total number of calories you consume and burn, and away 
from the specific ingredients put into the foods you eat. To the extent you believe 
that specific foods should be avoided even in moderation, because they contain 
obesogens, you will be motivated to stop purchasing products produced by 
companies like Coca-Cola or General Mills. Which of these competing narratives 
you subscribe to determines your view of what constitutes a healthy “power 


snack.” 


This is what I believe these companies are really buying with their donations to 
ADA, AHA, and other organizations: narrative selection. With respect to any set 
of human behaviors, there are always multiple competing narratives, each 
motivating us to act in certain ways. Organizations naturally seek to construct 
and promote those narratives that motivate people to act in ways that serve the 
interests of the organization. When General Mills donates money, they’re 
participating in narrative selection. And it works. The Tufts University “Food 
Compass” algorithm gives Cheerios a high score. That “evidence” supports ADA’s 


label of Cheerios as a, “Power Snack.” 
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The size of a company’s donations determines their ability to nudge these 
organizations in the direction of espousing Narrative A rather than Narrative B. If 
Splenda donates a million bucks and ADA’s Director of Nutrition has a problem 
with promoting Splenda-filled recipes to people, what should you do? If you want 
that sweet Splenda money to keep funding your stated mission, you fire the 
Director. (This is what a recent lawsuit settled by ADA alleged). 


For an interesting exercise in how these relationships influence narrative 
formation, study the literature on the biological effects of Splenda, how that 


company responds in press releases, and their work with ADA promoting a 


certain narrative about “zero-calorie” sweeteners (which are not, in fact, devoid 


of calories). 


Splenda Splenda 


25 YEARS OF SWEETNESS 


National Sponsors 


Heartland Food Products Group, the maker of Splenda® Brands, is committed to helping 
people with diabetes and prediabetes live happier, healthier, and longer lives by making 
it easier to reduce sugar. In addition to making sweetener products and diabetes 
nutrition shakes, Heartland provides educational resources to both consumers and 
health care professionals that feature practical tips for healthful eating and diabetes 
management information. 2024 marks the 25th birthday of the Splenda brand and is the 
#1 sweetener brand recommended by doctors and dietitians. 


As a proud sponsor of the American Diabetes Association’s® Diabetes Food Hub®, 
Splenda® offers a variety of recipes from appetizers and entrees to drinks and desserts. 


Companies like Splenda have an interest in promoting narratives that motivate consumers to behave in ways that 
support the org’s growth. 

Whatever you believe about how and why ADA functions, it’s efforts to stop the 
spread of diabetes have not been successful. The organization is embedded in a 
complex network of organizations that play a role, directly or indirectly, in 
shaping the metabolic health of our society. This network is a complex system of 
interacting nodes, each comprised of human beings who (a) espouse the belief in 
mission statements, and (b) respond to quarterly incentives. Some of these 
mission statements, such as ADA’s, are explicitly aimed at eliminating diabetes. 
None would claim to be promoting the opposite. And yet, things aren’t moving in 
the direction of the stated mission. People act according to incentives, which tell 


us which way things will move. 


A famous phrase from systems thinking is, “The purpose of a system is what it 
does.” It’s a simple heuristic used to explain why complex systems like human 
organizations often produce results at odds with the stated intentions of those 
who operate them. In analyzing complex systems, it tells us to focus on 


outcomes, not intentions. 


Outcomes emerge from incentives, not intentions. Remember the cobras. When 
you feel motivated to grab your next power snack, ask yourself: what’s the story 


here, and who is telling it? 


Special note: I contacted two ADA representatives ahead of producing this content, tn 
order to hear their perspective. Stacey Krawczyk, Director of Nutrition & Wellness, did 
not respond through her personal website or LinkedIn. Chuck Henderson, CEO, told 


me, “My comms team will be tn touch. They have your info.” I never heard from them. 


To learn more about the topics covered in this essay, try these episodes of the 
Mind & Matter podcast: 


e M&M #132: Obesity Epidemic, Diet, Metabolism, Saturated Fat vs. PUFAs, 
Energy Expenditure, Weight Gain & Feeding Behavior | John Speakman 


e M&M #134: Omega-6-9 Fats, Vegetable & Seed Oils, Sucrose, Processed 
Food, Metabolic Health & Dietary Origins of Chronic Inflammatory Disease | 


Artemis Simopoulos 


e M&M #135: History of Diet Trends & Medical Advice in the US, Fat & 
Cholesterol, Seed Oils, Processed Food, Ketogenic Diet, Can We Trust Public 


Health Institutions? | Orrin Devinsky 


e M&M #140: Obesogens, Oxidative Stress, Dietary Sugars & Fats, Statins, 
Diabetes & the True Causes of Metabolic Dysfunction & Chronic Disease | 
Robert Lustig 


e M&M #100: Infectious Disease, Epidemiology, Pandemics, Health Policy, 
COVID, Politicization of Science | Jay Bhattacharya 


For further reading: 


https://mindandmatter.substack.com/p/the-purpose-of-public-health-institutions 


